Suzuki, Murakami, Mimoni tiple stenoses in both coronary arteries (fig 2) but cardiac function was almost normal (EF 60%). Moreover, both internal carotid arteries and the right vertebral artery were occluded, and the dilated left vertebral artery supplied blood to the whole brain ( fig 3) . Neurological examination and computed tomography of the brain did not show any abnormalities. There were also stenoses in the long segment of the left brachial artery (fig 4) . Blood pressure in the upper arms was 135/75 mm Hg and 75/58 mm Hg. There were no stenoses in the abdominal arteries, including the renal arteries; and the serum renin concentration was within the normal range. Biopsy specimens of endomyocardium from the right ventricle showed hypertrophic muscles surrounded by abundant fibrous tissue (fig 5) . Her skin and optic fundi were normal.
Anterolateral ischaemia of the left ventricle was caused by multiple stenoses of the small arteries arising from the major left coronary arteries. We performed percutaneous transluminal angioplasty of the right coronary lesion when she was 12 years old. Despite an initial improvement in the stenoses an angiogram 12 days after the procedure showed complete occlusion. The distal part of the right coronary artery was supplied by collaterals from the left coronary artery. Neither her symptoms nor the ischaemic patterns in the electrocardiogram ( fig 1) and thallium scintigram have worsened. She was advised not to participate in strenuous sports and was prescribed a ,6 blocker and vasodilator. She has remained well for a year.
Blood analyses have never shown any abnormal findings related to carditis or disorders leading to coronary ischaemia. Physical examination of her family members and their histories were normal. though the structure of both renal arteries was normal. Cardiomegaly (CTR 65%), electrocardiographic findings (fig 1) , and left ventricular function (by angiography) (EF 50%) were improved. She was treated with a converting enzyme inhibitor and her blood pressure became normal and her condition remained satisfactory for nine years. At the age of 11 years she had no symptoms except for mild chest discomfort during exercise. The chest x ray showed no cardiomegaly (CTR 49%), and the electrocardiographic patterns were within normal limits (fig 1) abnormal calcification. Fibromuscular dysplasia can affect the renal, cerebral, and brachial arteries,910 however, there are no reports of heart failure in early infancy in this condition. The reason for her systemic hypertension and high renin concentrations when she was two years old remains unclear. There was no evidence of renal arterial stenosis or renal failure, the major causes of secondary hypertension in infancy. We used a converting enzyme inhibitor, which is one of the most useful drugs for symptomatic hypertension, whatever the serum renin concentration." 12 Subsequently she did not have hypertension or any side effect for nine years. She safely stopped taking the drug at the age of 11 years when the serum renin concentration was found to be normal.
Left coronary stenoses, the major cause of her ischaemia, were not a strong indication for angioplasty, because all the lesions were in small arteries, except for the proximal part of the diagonal branch. We predicted that severe symptoms would develop if the right coronary artery became occluded in the presence of broad anterolateral ischaemia. So we chose as the first procedure coronary angioplasty to the right coronary stenoses, despite an absence of severe ischaemia of the inferior myocardium. Fortunately, a good collateral circulation has prevented the development of symptoms after occlusion of the right coronary artery, and we have not done any other intervention for her myocardial ischaemia. 
IMAGES IN CARDIOLOGY
Damage to an internal mammary artery graft at dissection The internal mammary artery makes an excellent coronary graft with the potential for long-term patency and consequent relief of angina, freedom from infarction, and an improved chance of survival. But dissecting it and sewing it on is not enough-it has to provide blood flow. One hears loose talk about "spasm" and unsubstantiated remarks about its cause and many ways of relieving it. But canny surgeons like to see a brisk flow of blood come out the end of the graft before committing the future of the LAD territory to what is, at the time of operation, often an insubstantial little artery. An internal mammary artery that was not accepted on this basis is shown here, cut open longitudinally. A circumferential intimal flap was revealedthe result presumably of inadvertent traction during dissection by an inexperienced operator. This pathological entity is well recognised in limb arteries where it is due to abrupt traction at the time of injury. The arterial pulse does not return after the fracture has been reduced and an intimal flap, with overlying thrombus, is found on exploration of the artery. The same lesion can occur in the internal mammary artery, as shown here, and would be a more potent cause of postoperative ischaemia than "spasm".
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